Acute idiopathic pancreatitis is a term used when no underlying cause has been identified on routine investigation. However, more specialised investigations may identify aetiological factors, biliary sludge and sphincter of Oddi dysfunction for example, in 38-72% ofpatients with recurrent episodes. Treatment of these abnormalities may prevent further episodes of pancreatitis. The aim of this study was to follow up and determine the outcome in patients with a first episode of idiopathic pancreatitis, and thus determine the need for further investigation and treatment in this group of patients. Thirty one patients with a single episode of idiopathic pancreatitis were studied who had no specialised investigations or specific treatment. During a median follow up of 36 months only one patient has had recurrent pancreatitis. Two patients experienced a single episode of unexplained abdominal pain; serum amylase, liver biochemistry, and abdominal ultrasound were all normal and the pain resolved within 48 hours. In conclusion, in the medium term, the prognosis is good after a first episode of idiopathic pancreatitis and specialised investigation is unnecessary. (Gut 1996; 38: 293-295) 
The purpose of this study was to follow up patients with a first episode of idiopathic pancreatitis who did not undergo specialised investigations or intervention. The results suggest that within three years of the index episode a second episode is rare and specialised investigation and intervention are thus unnecessary. Of the 31 patients studied, two died during the acute illness from multi-organ failure and follow up is incomplete in two patients. One of the patients who died had a postmortem examination, which showed a necrotic pancreas and pulmonary oedema; no gall stones or other possible aetiological factor of acute pancreatitis was identified. Median follow up in the remaining 27 patients is 36 months (interquartile range 24-54). Only one patient has had a further episode of acute pancreatitis occurring nine months after the first episode. Investigations on the second admission including serum triglycerides, abdominal computed tomography, and ERCP did not reveal a cause and he remained well in the 15 month follow up. One patient has died in the follow up period of a myocardial infarction. Seven patients have had episodes of abdominal pain. Two of these were diagnosed as having a peptic ulcer (one at gastroscopy and one on barium meal examination) and the pain has resolved with appropriate treatment. Two patients were seen in the accident and emergency department and investigations including serum amylase, liver biochemistry, and abdominal ultrasound were all found to be normal. The pain resolved in less than 48 hours with no firm diagnosis being made and no recurrence of symptoms since. The remaining three patients had mild episodes of dyspepsia, which have not necessitated a visit to the hospital or general practitioner. No patients have developed jaundice or had a cholecystectomy. Discussion Biliary sludge, defined as a suspension of cholesterol monohydrate crystals or calcium bilirubinate granules, has been implicated in the pathogenesis of acute idiopathic pancreatitis. Microscopic examination of bile, obtained by duodenal intubation, has identified sludge in 67-74% of patients after an acute episode of idiopathic pancreatitis.6 7 Lee et al showed that recurrent episodes of pancreatitis occurred in eight of 11 (73%) untreated patients with sludge. In contrast only one of 10 patients treated by cholecystectomy or endoscopic sphincterotomy developed recurrent pancreatitis.7 In a similar study, Ros et al showed that a high proportion of patients with sludge developed gall bladder stones on follow up examination.6 Recurrent pancreatitis occurred in 12 of those patients (67%) in whom cholecystectomy was not performed or in whom gall stones persisted despite treatment with ursodeoxycholic acid. In both of these studies treatment was not randomised and it is unclear why some patients were assigned to treatment and others not. In addition these studies recruited both patients with a first episode of pancreatitis and patients with recurrent episodes. Other studies have recruited only those patients with recurrent episodes of idiopathic pancreatitis and identified possible aetiological factors in 31 -460/ of patients.5 8 9 These included pancreas divisum, cholelithiasis, choledochocoele, papillary tumour, and sphincter of Oddi dysfunction.
Methods
Our study has examined the outcome only in those patients with a first episode of idiopathic pancreatitis. No patient has had a sphincterotomy, cholecystectomy or treatment with ursodeoxycholic acid in the follow up period. Over a follow up period of three years, only one patient (4%) has had a further episode of pancreatitis. A previous study has shown that some patients with biliary sludge develop gall stones and therefore we were interested to know if our patients developed symptoms of gall stone disease; no patients have developed cholecystitis, biliary colic or jaundice, and no patient has had a cholecystectomy. Gall bladder ultrasound has not been performed during the follow up period and therefore we do not know if any of the patients have developed asymptomatic gall stones.
Although this is a retrospective study, follow up was complete in all but two patients. In these two patients the hospital records could not be found and the general practitioner or patient questionnaire was not returned. The follow up questionnaire was specifically designed to detect if there had been recurrent episodes of pancreatitis or symptoms of cholelithiasis. Patients may have forgotten, and therefore not reported, a mild short lived episode of abdominal pain. Pancreatitis, cholecystitis, and biliary colic usually cause pain, however, which is severe enough to prompt a visit to the general practitioner or hospital. We would therefore expect that even if symptoms were not reported on the patient questionnaire, they would be reported by the general practitioner. In addition, to aid recall, a questionnaire was sent out twice in the follow up period.
In conclusion, we have found that the incidence of second episodes of pancreatitis is low, at least in the short to medium term. In this group of patients the risk of complications from ERCP are greater than the risks of a second episode. We therefore feel that the morbidity and mortality of specialised investigation after a first episode of acute idiopathic pancreatitis (defined as those patients with a normal ultrasound other than pancreatitis, no history of alcohol misuse, and no other obvious cause of pancreatitis) probably outweighs the benefits. We will continue to follow up this cohort of patients. This work was presented to the 1995 Spring meeting of the British Society of Gastroenterology and the 1995 annual meeting of the American Gastroenterological Association.
